Most of the serious handicaps of childhood present long before the age of 3 years. In the 3 to 5 year age group the commonest cause for concern is that the child is progessing more slowly than his peers, either in acquisition of language, motor coordination, or in all aspects of development. The purpose of this paper is firstly to review the concept of 'slowness', and then to discuss the paediatrician's contribution to the management of these children. I shall concentrate on slowness in learning to speak, because this is by far the commonest presenting complaint. Evaluation of symptoms and signs associated with gait or other aspects of motor function must always include a careful neurological examination, which is well described in standard texts and will not be discussed here.
What does 'slow' mean?
In some developmental disorders-for instance, autism or profound mental handicap-the pattern of behaviour and function is qualitatively different from that of the normal child. No one would use the term 'slow' to describe such children. Slowness is generally taken to imply that the child's pattern of development is essentially similar to that of a younger normal child.
How slow must a child be before he is given this label? The problem has many parallels in medicine. How high is high blood pressure? How overweight must one be to be designated obese?
It is reasonable to define slow development in terms such as 'a score on a standard developmental or psychological test that is more than two standard deviations below the mean.' This definition would include about 2 to 3% of children. In practice, however, one does not only consider the child's developmental function; many other factors play a part in making the decision to designate a child slow.
PARENTAL EXPECTATIONS
A child whose progress is only slightly below average may well be regarded as slow by highly educated professional parents whose standard of normality is an intelligence quotient in the superior range. Such parents are sometimes described in rather disparaging terms as pressurising or Although they are usually reliable about the child's current abilities, parents rarely recall accurately the ages at which previous milestones were achieved; they do, however, remember whether the child was This begins as soon as I meet the child and parents, and includes assessment of the way the child plays and talks before I intrude, and his social demeanour and response to the strange situation; all these give insight into his degree of maturity. I watch the child walking, and if possible running and jumping. Fine motor function can be observed by giving the child some play materials to use while the history is being taken.
I prefer to look at non-verbal performance before language as it is less threatening to the child. I use bricks, crayon and paper, a puzzle or formboard, and a colour sorting task. I am more interested in the child's approach to the task than the exact degree of function. One of the aims of the exercise is to decide whether the child is likely to need special help in school, so I am particularly interested in concentration and ability to follow the task through; I note whether he responds to suggestions and assistance in playing. I also want to know whether there is an important discrepancy between nonverbal and language abilities.
When assessing language I look first at comprehension. There are two reasons for this preference. Firstly, I can obtain clear information about expressive language from the parents, but they do not always find it easy to describe comprehension so precisely. Secondly, it is usually easy to test comprehension because the child does not have to give a spoken response to questions; comprehension can be tested by asking the child to respond by pointing.
Every 3 year old should be able to select one from an array of a dozen common objects correctly when asked to do so in a clear voice. Nearly all children of this age can recognise an object by function (for example, which one do you sweep with?) and obey commands with two information carrying words (for example, give the doll to mummy). The older the child the more comprehension he is expected to have. 15 The child should not be asked questions that demand a spoken response, otherwise he may simply cry or refuse to cooperate. If a child does not tell me the name of a toy, I tell him rather than wait for him to respond. By conveying to a child that it does not matter whether he talks, most will be persuaded to do so.
In this age group hearing can be assessed by using a speech discrimination test The beh-aviour of the child during the test is helpful. It is vital to distinguish between lack of cooperation (which usually means poor technique), immaturity associated with general backwardness, and hearing loss. The child with a moderate hearing loss is characteristically cooperative when the examiner's voice is comfortably loud, but loses interest or becomes upset when the voice is dropped to minimal intensity. Middle ear disorders are common; pronounced language or overall retardation should not be attributed to conductive hearing loss unless there is evidence that the hearing loss is of long standing, and then the diagnosis should only be made with caution. 18 The possibility of a defect in vision should be considered, particularly if the child is described as clumsy. He may, for instance, feel for steps with his foot before descending, or bump into objects. I arrange a complete eye 
Intervention
It is essential to find out what the parents feel about intervention. Some resent the stigma that they feel is attached to a medical label, and prefer intervention to be offered in an educational rather than a medical context. In this view they are supported by the Education Act of 1981, which describes children as having special needs rather than defects or disorders.
The literature on preschool intervention23 suggests that it is possible to help children with a variety of special needs; any programme that includes parents has a greater chance of success; and attitude and adaptation to adult life are likely to be improved more than actual performance.
I therefore encourage parents to seek and accept preschool help, to look at the content and quality of teaching and care being offered rather than the name of the school or unit, to regard therapists as consultants who should advise the parents and teachers as well as working directly with the child, and to recognise that the educational system can never replace parents.
Information for parents I prepare a written report for the parents and with their agreement I send a copy to the local education department, as well as to the general practitioner, and to the nursery or school if relevant. The parents are given a leaflet about the Education Act, and if there is a diagnosis of language disorder, mental handicap, or a specific syndrome, they are told about the relevant voluntary organisation, as required by the Act. 
